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Papers Anorectal Tuberculosis [Abridged] by V StC D Logan' FRCS (St Mark's Hospital, London) Tuberculosis of the anorectal region is now a rare disease in Great Britain, having steadily declined over the last fifty years. Table 1 illustrates this decline from 16 % to less than 1 % from the figures of St Mark's Hospital, and Table 2 shows some of the figures reported from other centres. Terblanche (1964) reports that over 17% of cases of fistula in non-Europeans treated at the Groote Schuur Hospital in Capetown were tuberculous, and this suggests that tuberculous fistula may still be a common problem in many parts of the world. Gabriel(1921) 75 16 Gabriel (1948) 1,500 11-7 Gabriel (1963) 1,403 3 Present series (1958-67) 1,410 0-85 Table 2 Incidence of tuberculous fistula-in-ano in other reported series Percentage incidence Series Total cases oftuberculousfistula Grant (1923) 5,000 10 Bacon ( In Great Britain we are faced far more frequently with Crohn's disease of the anorectum than tuberculosis, and Morson (1968) has pointed out that in this disease tuberculosis cannot be excluded histologically, as the sarcoid reaction of Crohn's disease cannot be distinguished from noncaseating tuberculosis. 'Present address: St James's Hospital, Leeds The patients treated at St Mark's Hospital for anorectal tuberculosis for the ten-year period from 1958 to the end of 1967 have been studied, in order to find out if the pattern of anorectal tuberculosis had changed, and if there were any features that helped to differentiate this disease from Crohn's disease. This period was chosen for review as since 1958 Crohn's disease of the anorectum has been well known at St Mark's Hospital (Morson & Lockhart-Mummery 1959) , and critically considered in the differential diagnosis.
All cases of anorectal tuberculosis have been examined together because it was impracticable to separate them into fistulous and nonfistulous types when the exact demarcation was frequently not clear.
Diagnostic Criter-ia
For the purpose of diagnosis patients have been selected in three groups:
(1) Those where tuberculosis is proven by the demonstration of tubercle bacilli by microscopy or culture.
(2) Those where the support for a diagnosis of tuberculosis is very strong by histological demonstration of caseating giant cell systems typical of tuberculosis, especially when there is other clinical and radiological evidence of tuberculosis.
(3) Those where the diagnosis of tuberculosis is probable, as a result of the demonstration of a 'sarcoid' reaction indistinguishable between Crohn's disease and tuberculosis, coupled with clinical and radiological evidence of tuberculosis elsewhere, and a satisfactory response to chemotherapy, without any development of Crohn's disease during follow up.
Using these criteria 4 patients were in Group 1. They had typical histology of tuberculosis, acidfast bacilli were demonstrated in 2, and 2 had positive guinea-pig cultures. There were 6 patients in Group 2 who had histological sections showing caseating tubercles, and other evidence of tuberculosis. The 2 patients in Group 3 probably had tuberculosis as the histology showed a 'sarcoid' reaction; no evidence of Crohn's disease could be found or has developed in four years and ten years respectively; and chest X-rays showed old tuberculosis with possible activity in one patient, and both healed without recurrence after surgery plus chemotherapy.
Repeated biopsies were made in 5 patients until tissue was examined that clearly showed caseation. This included the 2 patients with positive guinea-pig cultures.
Clinical Analysis
The clinical types have been divided into two main groups, 'simple' and 'complex' after the manner of Thompson's (1962) classification of fistula (see Table 3 ). The simple cases had superficial tuberculosis with minimal undermining, and any communication with the anus was at a low level, while the complex cases had deep extensions of tuberculosis with complicated ramifications. 
Comtiplex
Extensive perianal sinuses I Horse-shoe high-level fistula 5 Supra-levator fistula and rectal stricture 10 Supra-levator abscess discharging into rectum 1 *Died from carcinoma of rectum All simple cases were referred by local general practitioners, while all the complex cases, except one, were referred after surgical treatment in other hospitals. This suggests that the simple type may be more common than this series would indicate and that surgeons have no difficulty in treating the simple types.
Presentation
The 2 patients with anal ulcers were diagnostically different from all the others. They presented with painful anal ulceration that appeared indolent, with undermined, blue, irregular edges, i.e. they appeared typically tuberculous. Both had active extensive pulmonary tuberculosis and histological sections clearly showed tuberculous caseation and numerous acid-fast bacilli. The diagnosis was therefore straightforward.
All the remaining patients presented initially with abscess formation, and the diagnosis of tuberculosis was overlooked in all for from four months to ten years. Even when chronic disease was established tuberculosis was not diagnosed clinically and no patient had a typical tuberculous appearance. One patient had been attending a chest clinic for observation of a suspected tuberculous focus for two years. After the first year of observation she developed an ischiorectal abscess that became a chronic fistula, but the association between the two was not made, and the chest physician was not aware that she had a fistula. In retrospect, there were some features consistent with a diagnosis of tuberculosis. Neither perianal abscess was healed four months after onset, and after incision the edges of the abscess cavities were noted to be undermined and one had a sterile culture of pus. Another patient had a fistula for ten years and had had ten previous operations in four years at three hospitals. He had no sphincter left and was incontinent. The fistula track was shallow, but there was considerable subcutaneous undermining of the skin. It would seem that the appearance formerly associated with tuberculosis, i.e. extensive indolent fistula with a wide opening and undermined, blue, irregular edges showing a relative lack of induration is now more typical of severe Crohn's fistula.
Age and Sex Incidence There were 10 men and 2 women with anorectal tuberculosis, while in the same period 1,410 patients were treated for fistula (76% men, 24% women) (St Mark's Hospital Annual Reports 1958-67). The ages ranged from 30 to 64 years, with 6 patients under 50 and 6 patients over 50 years.
These figures may be compared with those of Gabriel (1921) . The median age in his series of 9 men and 1 woman is 30 as opposed to 50, with a striking difference between those under and those over 30 years. Those under 30 had fistule that appeared tuberculous, and they had clinical pulmonary tuberculosis, while those over 30 had fistulk that did not appear tuberculous and they did not appear to have pulmonary tuberculosis.
In the present series, none was under 30 years. The 2 patients with active pulmonary tuberculosis had ulcers that looked tuberculous. The remainder did not have active pulmonary tuberculosis, and they did not appear to have anorectal tuberculosis.
Association with Pulmonary Tuberculosis Though most of the patients did not appear to have pulmonary disease there was a strong association with radiological changes of tuberculosis (Table 4 ). Only 4 patients gave a history of previous tuberculosis, but routine chest X-rays showed pulmonary changes in 10 patients. Open tuberculosis was diagnosed for the first time in Table 4 Association of anorectal tuberculosis with pulmonary tuberculosis (St Mark's Hospital 1958-67) No. ofcases History of pulmonary tuberculosis 4
Results ofchest X-rays Active open tuberculosis 2 Evidence of old or mild tuberculosis 8 Normal chest X-ray on presentation 2 Persisting normal chest X-ray 10 * This patient had calcified mesenteric glands Evidence of pulmonary tuberculosis was found in 11 out of 12 patients one patient. Of the 2 patients with a normal chest X-ray, one three months later developed a shadow in the left apex. So out of 12 patients only one had a persisting normal chest X-ray. She had a positive Mantoux 1: 10,000 and a positive guinea-pig culture, and her plain abdominal X-rays showed calcified mesenteric glands.
This association with pulmonary tuberculosis is important because a patient with fistula is unlikely to have tuberculosis if the chest X-ray is and remains normal. This association has been known for many years, and a point made by Allingham (1901) , but more recently emphasized by Leval et al. (1962) , is that not only should a patient with fistula have a chest X-ray, but a patient with pulmonary tuberculosis should be examined for fistula because, as in the example quoted, a patient with fistula does not complain spontaneously of anal troubles to his chest physician.
Treatment
Nine patients out of twelve were completely healed. Gabriel (1963) recommends the control of chest infection and surgical treatment as for a non-specific fistula. The two patients with open tuberculosis were treated in a sanatorium by chemotherapy: the ulcer healed, and has remained healed in one patient for ten years, but the other patient defaulted after four weeks' treatment.
The patients with perianal abscesses and horseshoe fistulk were diagnosed after definitive surgery, as a result of routine histology. After diagnosis of tuberculosis, the patients were treated with antituberculous antibiotics for 3-14 months. One is still receiving treatment one year since his discharge from St Mark's Hospital, and all the others have healed. Three patients were treated by colostomy. In two the colostomy has been closed after satisfactory healing. These patients had very extensive disease. One had multiple perianal abscesses and sinuses, a chest X-ray showing tuberculosis, and since repeated biopsies suggested Crohn's disease or tuberculosis, he had three months chemotherapy before surgery. After excision of the perianal skin and successful skin grafting the colostomy was closed.
The second had an abscess above the levator ani muscles that burst into the rectum. It was treated by colostomy and repeated digital explorations of the abscess cavity. After seventeen months the cavity had healed and the colostomy was closed.
A third patient had an extensive fistula with rectal stenosis that followed an ischiorectal abscess. Colostomy was performed to relieve obstruction, anticipating that this would be permanent, because of destruction of the rectum. The fistula never healed and he died from a carcinoma of the rectum five years after his initial presentation. It seems likely that carcinoma occurred concurrently with tuberculosis which was well substantiated by positive guinea-pig culture, and histology showing caseation. Excision of the rectum might have prevented the spread of carcinoma, and this should be considered when the rectum is irreparably destroyed. Table 5 summarizes points in the differential diagnosis between Crohn's disease of the anorectum and tuberculosis. 
Differential Diagnosis between Tuberculosis and Crohn's Disease

